itself as a spearhead in pressing for such developments and that other voluntary spinal paralysis groups such as the Scottish branches of the Multiple Sclerosis Society, the Scottish branches of the British Polio Fellowship and the Scottish Spina Bifida Association will join in heartily.
I believe that Spinal Paralysis Rehabilitation Centre-or Hospital or Unit is a designation preferable to Paraplegic Rehabilitation Centre. 'Paraplegia' is a technical medical word which is in fact unduly restrictive in its meaning and is out of place in ordinary English language. Spinal Paralysis includes paraplegia and also other relevant conditions; and has the merit of being readily comprehensible by the public at large.
Discussion
SIR LUDWIG GU TTMAN (G.B.). I would like to make a few comments to the papers of Mr Harris and Professor Dott. Mr. Harris and his colleagues have given a survey of the incidence of spinal paraplegia in Scotland, and it shows quite clearly how the number has increased and something has to be done about it. With regard to the incidence of spina bifida, you will remember that our Society chose this as a subject at one of our previous meetings and ever since, I am glad to say, interest in this particular subject has increased. There are at least two Units-that of Dr. Gregg in Dublin and that of Dr. Paeslack in Heidelberg-who have opened special wards for these patients and this has been a great success in the treatment of these patients.
It would be important if other units in Great Britain would do a similar study as Harris has done, because we would find that quite a number of paraplegics and tetra plegics are still buried in general hospitals under surgeons or other colleagues who have not the facilities and knowledge to give these patients that comprehensive treatment from the start and throughout all stages. I would remind you, in this connection, of the activities of Baroness Masham, a paraplegic herself, who has just been made a Life Peeress. She raised the subject of paraplegia in the House of Lords and has really brought it to the notice of the public, by mentioning neglected cases in a general hospital, and this has started some discussion in the press. This also applies to other countries. I visited the United States recently and there has been discontent in public about the treatment of traumatic paraplegics from Vietnam as well as civilians.
A question is, should paraplegia be a notifiable disease? I am a strong supporter of this and I am sure this would be ideal and would go a long way towards the proper treatment of these unfortunate people.
That brings me to the remarkable paper of Professor Dott's on which I have to make some comment. There is no doubt that the man who has been responsible for giving the paraplegics a better chance in this country by advising the British Government in World War II to set up spinal units was George Riddoch. When he asked me in September 1943 whether I would be prepared to start a new spinal unit it was for two reasons. The first was that, although there were quite a number of spinal injury units in existence the Medical Research Council and they were not satisfied with the results, the reason being that there was no physician or surgeon with experience who would have devoted his whole activities to the complex problems of spinal cord lesions. These units were attached to neuro surgical or orthopaedic departments which, however, had so many other interests in their own specialties that they were quite unable to provide that comprehensive management which is absolutely essential for spinal paraplegics and tetraplegics. I cannot agree with Professor Dott's concept at all which still advocates that fragmentation between immediate treatment in neurosurgical units and later transfer of these patients to spinal units for so-called rehabilitation. This dichotomy of management, which all too often involves unnecessary operations of the spine as immediate treatment, has proved as a rule very unsatisfactory as it did during the war in Great Britain.
The second reason was that another Unit was needed because the authorities anti cipated a great number of spinal injuries from the Second Front. That is how Stoke Mandeville came into being, as one of the medical preparations for the Second Front. When I discussed the matter with George Riddoch, I made certain suggestions and con ditions which seemed to be rather revolutionary at that time. One of them was that the man in charge of the spinal unit must have full responsibility for the whole treatment from the start, and, although he could rely, as any other specialist, on supporting special ists of whatever kind, it was he who has the final responsibility for the whole management of his patients. In other words, the supporting specialists may be called in for special problems but the final responsibility for any treatment of these patients must lie in the hands of the man in charge. George Riddoch and the authorities concerned agreed with this concept which, naturally, greatly facilitated the introduction of the new concept of comprehensive management of spinal cord suff erers.
I agree with Professor Dott on one point-that there are not enough spinal units. Here in Scotland, you already need two or three spinal units, and of course in other parts of Great Britain we also need more. But, the spinal unit must be considered as an auto nomous specialised unit as any other specialised unit such as orthopaedic, neurosurgical or ophthalmological-and that means that the man in charge must be responsible for the comprehensive treatment and that the fragmentation of the treatment of paraplegics and tetraplegics which still exists-partly in this country and still more often in other coun tries-should cease. The acute, initial treatment should not be separated from what is called rehabilitation. Rehabilitation-both medical and social-starts on the day of accident-if you use that word rehabilitation it is part of the whole treatment. It is a grave mistake to separate the acute treatment from what is called the long-term manage ment.
It is high time that spinal paraplegia and tetraplegia be considered officially by both Government and medical authorities as a specialty in its own right. As you know, we have been fighting for this for some years. De fa cto, we are a specialty, a multi-disciplinary specialty, for many years, but recognition amongst the other specialties, medical authori ties and the Government is still lagging behind.
KERR, W. G. (G.B.). I would discuss this very important branch of specialised units in paraplegia but particularly Professor Dott's paper, which I feel should be considered very carefully indeed. I feel it even more necessary than anything else. As a joint author of the mother paper with Mr. Harris I think that like all statistics it depends entirely on which way you twist them and which way you look at them, and my personal view is that when you look at the bladder involvement, the disability and so on you will see that spina bifida and traumatic paraplegia are in a class apart. I think it would be a regrettable mistake to start to swamp paraplegic units with multiple sclerosis, disc lesions and other causes of spinal paralysis. We have here, in Edinburgh, a specialised unit for spinal injuries, transverse myelitis, and so on, where people are severely disabled; and we also have the Astley Ainslie Hospital, which is a rehabilitation hospital for less severely disabled people. It is the complications-loss of sensation, loss of bladder control which makes transverse myelitis different from other causes of spinal paralysis, I haven't had the opportunity of discussing this with Professor Dott-I saw the draft of his paper, it was given round to the Sports Centre yesterday. I notice he suggests two phases of treatment-his first treatment is prior to admission to a spinal injury unit, and the patients have to go to some hospital or other before they go to a spinal unit unless they come straight from the roadside. Whether their stay is short or long I am not going to enter into an argument there, but Professor Dott talked about a stay in hospital being primarily for rehabilitation, including great emphasis on biomedical engineering. But, what about the bladder, what about the skin? If we have all these other patients together in one big rehabilitation hospital I am afraid that we shall revert to the stage where the paraplegic is the chap who is going to fall. I don't want to see that. HARRIS, P. (in reply). One hundred and forty-three. WALSH, J. J. (G.B.) (continuing). With regard to Professor Dott's paper, I couldn't endorse more what Sir Ludwig Guttmann said. I fully endorse that it is important to increase the number of spinal injuries units, but I don't think we should carry on with dichotomy after so many years, particularly because it has been proved wrong for so many years in so many different countries. I think we should have the whole treattnent in one place in a specialised unit, from admission to discharge from hospital, but I would go so far as to say that, if possible, we should have a long-term care hostel somewhere near a Spinal Injuries Centre. Most Spinal Injuries Centres are admitting an increasing number of tetraplegics and I think you need one long-term care unit nearby. The other comment I would like to make is the question of responsibility for treating new lesions, and I think it should be vested in one person who is in charge of the Unit, who can call on specialist consultants for advice, but who can make the final decision. Lastly, I must say that Ministries are often very slow indeed to accept suggestions. A year ago in England we sent a memorandum to the Ministry. We still have not had a single answer or a single suggestion about implementing our recommendations.
WALSH,
PROF. R. ROAF (G.B.). I consider, looking from outside, it absolutely essential that paraplegics should be' looked after by a specialist in paraplegia with the same status as any other consultant, with a recognised career structure and recognised training structure. Whether it becomes official or not, thought in this country is moving towards the concept of recognising specialties, and as somebody who is an orthopaedic surgeon I do fully recognise that paraplegia is a subject in itself deserving the same status as I have. And, I hope that everybody here will agree, with all the means that they can. Unless there is a proper training system and career structure in the future both the army and peace-time patients will suffer.
PRESIDENT. The topic we have been discussing in the last few minutes is something that I have some strong feelings about. I feel that, as the President of this Society, I must express them. However, I am going to have a little huddle with Mr. Harris later on to see whether I can fit a few minutes in tomorrow to repeat to you the substance of a report I made some months ago at a meeting of the American Association of Neurological Surgeons stressing precisely the points which have been made this afternoon, regarding the necessity of the development of a specialty, whether or not it be officially recognised.
FRANKEL, H. L. (G.B.). It would be very bad form to pick a quarrel with our hosts on this pleasant occasion, but I think as Scotland is about to be blessed with three new Spinal Units they ought to be quite certain what they want and how they want it. I have got the impression from Professor Dott's paper that there might be quite a considerable time lapse between admission to the first place of treatment and the second place of treat ment. Mr. Kerr did not commit himself on how long this period of time should be. I think he should have an opportunity to commit himself, he is going to have to deal with the patients when they arrive and I think he should ask for what he wants, and we should support him and see that he gets it.
HARRIS, P. (G.B.). In the next (9th) edition of the International Classification of Diseases (World Health Organisation, Geneva) there will be an opportunity to extend and elaborate the classification by introducing a fifth digit. This will provide specialists with tremendous opportunities. Thus, at present, there is no specific code-number for spinal paralysis; this could be rectified. Certain specialties such as neurosurgery and ophthalmic surgery are now taking an active interest in this sphere and are in communication with the Chairman of the Revision Committee. I feel that we in the International Medical Society of Paraplegia should consider these matters, and the implications regarding the advances being made in automatic data processing for national and international studies and com parisons.
I personally agree, and I think that I may speak for the whole group specially con cerned with spinal paralysis in Edinburgh, that 'paraplegia' or 'spinal paralysis' is a 'specialty' .
PRESIDENT (with reference to Professor Dott's paper). I am going to take advantage of this opportunity to make good my threat made yesterday afternoon to express a few thoughts on the subject of the necessity for and the justification for and the staffing of special centres for the treatment of spinal injury patients. These remarks were first presented at a Meeting of the American Association of Neurological Surgeons in Washing ton a few months ago-two or three of you might have been there, in which case I beg your indulgence for a repetition. But, as I said, I think that at the occasion of this meeting of this Society I should feel remiss if I did not express these opinions. The facts are frequently emphasised that spinal cord injury patients require the attention of a variety of specialists has on occasions led to the unfortunate misconception that they can be adequately handled wherever such a group of specialists may be found. In truth, the actual availability of these particular skills as such is far less important than that they should be welded into a designed and integrated whole, capable of articulating at many points with the particular needs of the patient, and so directed that their several contribu tions are precisely related to each other in the general strategy of his care.
At the risk of being thought fanciful, I offer the metaphor of the instruments in an orchestra playing not as virtuoso soloists but each according to its prescribed part in the composition. And, I can assure you, after a quarter of a century on the scene, that the professional can be every bit as trying as the artistic temperament when required to sub merge individual virtuosity in the general effort. Sir Ludwig has aptly pointed out that a specialist engaged in the care of these patients must give up some of his own specialty in order to serve their special needs. The great danger is fragmentation in any form, the tendency to break up the management of the patient into parts, too often unrelated, the acute treatment and the chronic treatment, neurosurgical care and orthopaedic care and urological and all other sorts of care, or even a distinction between treatment and rehabili tation, when in fact the two start and proceed together. What is so easily forgotten is that all this is happening to one patient, and unless it is carefully co-ordinated from the very beginning its impact upon his course will be erratic and the result will be unsatisfactory. Every Spinal Cord Injuries Centre has had the experience many times repeated of re ceiving patients who have been excellently managed in one respect but poorly handled or even neglected in others. Only in the beginning is there likely to have been anything like a unified control, and this because, at least in the United States, they are almost all seen and treated early by neurosurgeons. I shan't for the moment pursue the discussion of what this neurosurgical treatment should be-let us assume for the sake of argument that it has been right in any case. But, how many neurosurgeons keep these patients under their immediate care for more than a few weeks, how many are prepared to insist upon what, in the present state of our knowledge, is clearly the most favourable type of urolo gical management-namely, intermittent catheterisation? How many have time, even if they wanted to do so, to direct every aspect of care in the meticulous detail required? How many can offer such a patient the incomparable advantage of mingling with other patients who are in the process of recovering from or adapting to their disorders and disabilities ? And then, turning from the acute patient, we find the situation even more confused. Take the paraplegic or quadriplegic of months' or years' duration who is admitted to a hospital for the treatment of a particular complication, and he will ordinarily be sent to the service of the department that deals with his presenting problem. But, only too often, this means that his other problems-and they are always there-will receive only cursory attention, if any, depending upon occasional consultations by special ists, each of whom sees only what he has been asked to look at. There is no overall plan as to what should come first and little understanding of how the suitable and timely management of one problem may effect another. Or how the removal of bladder calculi may alleviate spasm and in turn hasten the repair of a pressure ulcer. Or how the control of autonomic dysreflexia may lead to the elimination of an indwelling catheter. At best, the patient may be passed from one physician to another, as one problem is apparently solved and another emerges. And this is as though turning again to the musical metaphor, first the fiddlers play and then the brass and then the woodwinds, and finally, perhaps, the dirge-like thump of the drum. There are enough of these patients to make their co-ordinated treatment from beginning to end in specialised centres medically essential and economically practical. In such a centre will be gathered all of the specialists required and not all will necessarily devote their full time to this service, but they will all be oriented to applying their particular skills to its particular needs. There must be some full-time people, to ensure continuity and co-ordination regardless of their own particular specialties, and from one among these on each service must come strong and under standing leadership, understanding not only of his patients but of his staff, because some one must lead this orchestra. And, woven into the pattern of this interdisciplinary approach to the treatment there must be the golden thread of a sound, compassionate and continuing physician/patient relationship. This has been conspicuously lacking in the past treatment of a great many if not most of the patients who have been admitted to my service some time after injury, and this is for no other reason than that no one has ever accepted or had thrust upon him the specific obligation of continuing concern for the patient's total well-being. These patients desperately need just that, no less than having stones removed and spasms relieved and ulcers healed they must have information, education and understanding. They need to know that there is someone who is always interested and available. There is an old-fashioned term, which I hope is not obsolete they need good doctoring. All the disorders, the dysfunctions, the disabilities and the complications to which in consequence these patients are vulnerable are related to each other. They must, therefore, be viewed as a whole and so treated. There is a steady path of cause and effect of discernible relationship in all of the complex history of any of these patients, from the initial treatment of shock to the ultimate refinements of social rehabili tation. All of us have at one time or another admitted the validity of the common criticism that the cost of specialisation in modern medicine has too often been losing sight of the patient as a whole. The spinal cord injury patient dramatises this situation with a para dox-he needs a great deal of highly specialised care but his general care remains of primary importance. The whole, in this case, is greater than the sum of its parts. It seems to me beyond argument that this paradox can best be resolved in a specially equipped and staffed centre. It is our joint obligation, whatever our own specialties, to provide staffing for such centres and to provide training for such staff. We must perhaps think of a new specialty having come into being, whether or not it is formally recognised as such, in which a number of disciplines are combined to be used in a common cause. It has long been recognised in science that the process of analysis of learning by breaking knowledge into little bits together to achieve a larger meaning. Happily, a man need not sacrifice his particular skills in order to understand their relationship to others. So, we may remain neurosurgeons or urologists or orthopaedists or whatever, but adding to our store a special understanding that these patients require, both scientific and compassion ate, perform a unique service for which there is an urgent need.
Professor Dott's written reply to the Discussion
Professor Dott was obliged to send his apology for absence from the meeting owing to temporary indisposition. He is grateful to his colleague, Mr. Geoffrey Klug, F.R.A.C. S., for presenting his paper; and to the Society for the unusual opportunity and privilege of now replying to the recorded discussion, after the event.
Most of the kindly and constructive critics in discussion, including the President, insist that spinal paralysis and paraplegia warrant a specialism-a new specialism-which is in process of birth at the present time. It is a pleasure to me to have this opportunity of acknowledging this gross omission from my paper, where I mention that the staffing of spinal paralysis centres should include certain visiting specialists, and omit to mention the 'king pin' -the whole-time Specialist in Spinal Paralysis. I would especially apologise to Mr. W. G. Kerr, who fills this role so admirably in Edinburgh, and who was either too kind or too modest to join my critics on that score. I am deeply impressed, and fully convinced by the President's important adumbra tion of this topic, and his insistence that there must be such a one to provide the patient with a stable and continuous medico-social support, and to lead and conduct the specialist orchestra, as he so aptly and picturesquely puts it. I am interested that he mentions neurosurgery, urology, orthopaedics, 'or whatever' as possible backgrounds from which a Spinal Paralysis Specialist may evolve. I hope that he would include medical neurology in his 'or whatever'.
Most of my critics, including the President, have accused me of seeking to perpetuate a fragmentation or dichotomy in the care of acute, including traumatic, spinal paralysis patients. In the Edinburgh area (and most British regional areas) there is only one neursurgical department to which I advocate primary admission of traumatic spinal paralysis patients. The whole-time spinal paralysis specialist is invited to see such patients on admission and to take an active part in devising his management, as the key person who will be 'seeing him through'. So soon as it is apparent-sometimes as early as 12 hours, and on average 2 or 3 days-that the special technical resources of a specialist neurosurgical department are no longer required, the patient is transferred to the Spinal Paralysis Rehabilitation Centre, where the spinal paralysis specialist continues manage ment; and requests advice from the several visiting specialists at his discretion.
The reasons for this arrangement are that, in a significant proportion of cases, emergency neurosurgical procedures are required at the outset-such as the application of skull-traction apparatus with establishment on Stryker frame, operative reduction of spinal deformity when necessary and when the deformity is likely to prejudice spinal cord recovery, decompression of the swollen spinal cord, etc. There are also multiple injuries; and the combination of spinal cord and brain injury is not uncommon. It is surely better to have these patients where necessary emergency procedures can be carried out without delay, even though they are not required for all or even most of the patients. In my opinion the decision for or against such procedures is one for the neurosurgeon. I also advocate that for major operative procedures or investigations requiring specialist skills and/or apparatus the spinal paralysis patient should be temporarily transferred to the appropriate department (neurosurgical, orthopaedic, plastic, etc.) for that procedure and should be returned to the spinal paralysis rehabilitation centre as soon as it is satisfac torily accomplished.
These specialised departments contain not only special facilities (specially equipped operating rooms, etc.) and equipment (special X-ray apparatus, etc.) which are extremely expensive and quite unnecessary of regional duplication-they contain specialist teams, kept in efficient training for elaborate operative procedures and special investigations (bladder and kidney assays, myelography, etc.) by the daily practice of them. Even if the expense of duplicating such facilities and equipment at a Spinal Paralysis Centre were conceded, the difficulty of staff training in the use of them would remain. Every surgical specialist knows that the occasional operation or special investigation laid on in a place not accustomed to its daily practice is a shambles of inefficiency and frustration. The benefits of these expensively provided and staffed special departments are open to all who may require them in Britain. Surely they should not be denied to spinal paralysis patients.
The criticism that a specialist department may neglect the needs of a spinal paralysis patient other than those in its own sphere of action may be valid when the specialist department has no particular attachment to the Spinal Paralysis Rehabilitation Centre. It is not valid for the plan for British practice that I outlined. The neurosurgical depart ment to which traumatic cases are primarily admitted is well trained and habituated in its duties to them. Indeed in Edinburgh the accommodation concerned is a section of the Department of Surgical Neurology which is devoted exclusively to the emergency manage ment of injuries of the spine and head. There is high pressure on this section; and both as a matter of principle and for expediency there is minimal delay in arranging transfer to the Spinal Paralysis Rehabilitation Centre.
As r�gards other specialist departments to which patients, resident in the Spinal Paralysis Rehabilitation Centre may be temporarily admitted for special treatment or investigation, viz. Orthopaedic, Urological and Plastic, their principal staff hold official appointments as visiting specialists to the Spinal Paralysis Centre; and have both an interest and a duty to visit there. They are conversant with the details of patient-manage ment at the Centre. Such temporary transfers of patients, moreover, are arranged as a result of personal consultation at the Centre, when the Spinal Paralysis Specialist can stress any points he wishes to be observed during the transfer of an individual patient.
Thus, the Spinal Paralysis patient gains the full benefits of the existing specialist departments of his area, without undue interruption of his overall care by the Spinal Paralysis Rehabilitation Centre; and without undue expense of reduplicating such expen sive facilities as operating room suites, etc. This is not fragmentation of treatment. It is rational co-ordination of treatment, ensuring that the Spinal Paralysis patient shall receive the best available, while fully respecting the important doctor-patient relationship that should exist between him and his Spinal Paralysis Specialist.
Mr. W. G. Kerr criticises my advocacy of admitting certain cases of multiple sclerosis to a Spinal Paralysis Rehabilitation Centre. I wonder if he has encountered cases of multiple sclerosis in which the medical neurologist and general practitioner have coped as best they could with urinary symptoms but have failed ro realise the permanent damage to the bladder, ureters and kidneys that was occurring? I have seen many such cases resulting in loss of a kidney, damage of the remaining one, and the addition of incipient uraemia to the prolonged tragedy of multiple sclerosis.
From the community point of view, the cause of the spinal paralysis is less important than that it should be properly treated. Our duty and our interest is to serve the com munity in matters medical. I hold, therefore, that it should be possible for the medical neurologist to refer his case of multiple sclerosis to the Spinal Paralysis Rehabilitation Centre when he feels that his patient might benefit from expert advice on splintage, when urinary symptoms develop, or when he needs advice on accommodation to an active wheelchair life. It should be competent for the Centre to offer continued supervision on an outpatient or on a periodic re-admission basis. There are of course advanced cases of multiple sclerosis with extensive spinal paralysis and severe dementia. Such are not suitable for admission to a Spinal Paralysis Rehabilitation Centre. They should be accom modated in a near-by separate section, or other terminal care unit. It is for such reasons that I advise the use of the expression Spinal Paralysis Rehabilitation Centre-the patient must be capable of reasonably responding to active measures of rehabilitation, and should remain in the Centre only for so long as improvement, whether physical or psycho logical, is being obtained. This would sometimes include cases of extensive paralysis from multiple sclerosis combined with an alert mentality.
